Manchester et al from Denver reported a series of 257 pregnancies which were complicated by suspected fetal abnormality on ultrasonography.' Thirty seven per cent of the infants born had additional anomalies not detected by prenatal ultrasonography, and the authors concluded that prenatal diagnoses based on ultrasonography were remarkably accurate but were insensitive to associated anomalies in individual cases. Our study confirms this, a revised diagnosis being made in 53 (40%) of such cases.
Introduction
Excretion of urinary albumin above 20 [ig/min (microalbuminuria)l is strongly prognostic of disease and death in diabetes mellitus. [2] [3] [4] [5] [6] [7] [8] The association between albumin excretion and the risk of death is also present when other risk factors such as male sex, age, obesity, ischaemic heart disease, hypertension, smoking, and raised blood lipid concentrations are taken into account."' Microalbuminuria is also associated with hypertension9 and increased cardiovascular morbidity in people who are not diabetic. "' We followed up a cohort of subjects drawn from the population of Fredericia' who were recruited to serve as controls for a cohort of diabetics aged 60-74 found during population screening. We followed up the subjects who were not diabetic for 62 to 83 months, or to death, and evaluated their urinary albumin excretion and other possible risk factors for death.
Subjects and methods
From 1 February 1981 to 31 October 1982 all people aged 60-74 living in the municipality of Fredericia, Denmark, were invited to have their blood glucose concentration measured after fasting overnight. The participants were also interviewed about a possible history of diabetes. Details of the sampling procedure and characteristics of those who did not respond have been described." We invited 5699 people to participate, 5292 (92-9%) of whom accepted. Of these, 236 gave a history of diabetes. All the people screened xvere numbered consecutively, and for each diabetic subject a control was defined as the person with the nearest following number who was of the same sex and age (within one year) and whose fasting blood glucose concentration was below 7 0 mmol/l. Altogether 223 (94-5%) controls consented to further examination. Table I gives the age and sex distributions of this control group (the study population) and the corresponding total population of the municipality. All subjects were asked to have an extensive clinical and biochemical examination.
The blood and urine of subjects were sampled not later than three weeks after the initial screening. Venous blood obtained after subjects had fasted \as tested for glucose, serum creatinine, triglyceride, total cholesterol, very low density lipoprotein, low density lipoprotein, and high density lipoprotein concentrations and for C peptide concentration before and six minutes after an intravenous injection of 1 mg of glucagon.'2 Blood glucose concentration was measured by a hexokinase method," plasma lipoproteins by centrifugation and electrophoresis,'4 and C peptide concentrations by radioimmunoassay.'5 Creatinine was determined by Jaffe's kinetic method with a Beckman Astra analyser. Urine tests were performed within one week of the blood sampling and the subjects were again fasting or had had a light meal and had drunk at most 500 ml of water during the preceding four hours. After voiding they drank 200 ml of water, waited for one hour, and then voided again. This second urine specimen was frozen and later analysed for albumin by radioimmunoassay'6 and for creatinine. The participants were asked to complete a Rose questionnaire'" on the symptoms of angina pectoris and were interviewed about their smoking habits. Their height and weight were measured without shoes and overcoat, and blood pressure was measured in the right arm with an electronic sphygmomanometer (Kontron 3000) after the subjects had rested supine for 10 minutes. Diastolic blood pressure was taken as that at the disappearance of the Korotkoff sounds (phase V). A 12 lead resting electrocardiogram was recorded with the subjects sitting before and after exercise and was interpreted according to the Minnesota code. ' until no further variables could be removed without causing a significant change of the model. The models were compared by using likelihood ratio tests (5% significance level).
Results
The urinary albumin excretion rate was determined in 216 subjects, 31 of whom died during the observation period. The median excretion rate was 7 52 ig/min (25% and 75% centiles 4- Survival curves for subjects aged 60-74 in municipality ofFredericia, Denmark, according to whether urinary albumin excretion rate was below or at or above median value (7 52 [zg/min) of 16 who had rates : 15 00 ig/min. A log rank tesi showed that male sex, serum creatinine concentration, hypertension, albumin excretion rate, ischaemic heart disease, serum triglyceride concentration, and fasting blood glucose concentration were significantly associated with death (tables III and IV). All risk factors were included in proportional hazards analyses, and albumin excretion, male sex, serum creatinine concentration, and hypertension were then found to be significantly associated with death (table V).
Discussion
We followed up 223 subjects aged 60-74 for 62 to 83 months; 35 died. Further analysis showed that three times as many people whose urinary albumin excretion rate was equal to or above the median (7-52 jg/min) died compared with those who had rates below the median. In the Framingham study a cohort aged 50-62 at entry into the study was followed up for 16 years21; proteinuria (¢e0-2 g/l) increased the mortality threefold. In our study only four people (one of whom died) had an albumin excretion rate above 200 jig/min, suggesting that the excess mortality in subjects who had an albumin excretion rate above the median value was not due to proteinuria. Yudkin et al recently reported that microalbuminuria was a strong risk factor in people who are not diabetic.'0 In their study 24 out of 149 subjects observed for an average of 3 6 years had an albumin excretion rate above 20 jg/min initially; in all, nine subjects died, ofwhom six had had an excretion rate above 20 jig/min. Yudkin et al reported that a urinary excretion rate above 20 jig/ml strongly predicted the presence of ischaemic heart disease and peripheral vascular disease. Their population was younger than ours (60 v 68). In a previous report we discussed the association between microalbuminuria and hypertension in the population described in this paper and found a slight association. 9 Many risk factors apart from microalbuminuria are supposed to influence morbidity and mortality in diabetics and non-diabetics. We included total cholesterol and high density lipoprotein concentrations in the risk factors we studied as they have been shown to be related to cardiovascular disease in people aged 49 and over." Low density lipoprotein concentrations are positively associated with coronary artery disease in non-diabetics,23 and triglyceride and very low density lipoprotein concentrations may play a part in the development of vascular disease.24 C peptide concentration was included as a risk factor because hyperinsulinaemia is associated with a high prevalence of cardiovascular disease. [25] [26] [27] To evaluate the relative importance of the risk factors in our study log rank tests were performed on each variable. All risk factors were included in a proportional hazards analysis, and albumin excretion, male sex, serum creatinine concentration, and hypertension were found to be significantly associated with death. In a Danish study of the association between microalbuminuria and mortality in non-insulin dependent diabetic patients4 a proportional hazards analysis showed that albumin excretion, age, duration of diabetes, and serum creatinine concentration were of significance. It has been suggested that the urinary albumin excretion rate reflects the vascular state of an individual.28 In our study, however, more than half of the subjects died from coronary artery disease or cerebrovascular disease or were found dead irrespective of their albumin excretion rate.
In conclusion, the association between urinary albumin excretion rate and mortality that has been described in diabetes mellitus seems also to be present in elderly people in general when other known risk factors are taken into account.
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We thank the statistical office of the municipality of Fredericia for providing the population data and Mrs Rita Moreau for secretarial help. Objective-To compare the prevalence of antibody to and proviral DNA of the retrovirus HTLV-I in relatives of 11 British patients with tropical spastic paraparesis who had migrated from Jamaica before they developed symptoms, and to examine factors possibly related to transmission of HTLV-I.
Design-Migrant, family study. Antibody state was determined by several methods and confirmed by western blotting; the polymerase chain reaction was used to detect proviral DNA.
Setting-Britain and Jamaica. Subjects-All available first degree relatives: those born and still resident in Jamaica (group 1); those born in Jamaica who migrated to Britain (group 2); and index patients' children who were born and resident in Britain (group 3). All had been breast fed and none had had blood transfusions.
Results-Of the 66 living relatives, 60 were traced. Seroprevalence among those born in Jamaica (irrespective of current residence) was 22% (10/46; 95% confidence limits 9 to 34%) compared with zero among British born offspring (0/14) and was higher in group 2 at 33% (7/21; 12 to 55%) than in group 1 at 12% (3/25; 0 to 25%). (Patients in group 1 had the greatest mean age.) Proviral DNA was not detected in any subject negative for HTLV-I antibody, making prolonged viral incubation in those negative for the antibody unlikely.
Conclusion -In this sample factors related to place of birth and early residence were more important in transmission of HTLV-I than maternal or age effects. In areas with a low to moderate prevalence policies of preventing mothers who are carriers of the virus from breast feeding would be premature.
Introduction
The human T cell leukaemia lymphoma virus type I (HTLV-I) has been aetiologically related to the adult T cell leukaemia lymphoma syndrome' and, more recently, to tropical spastic paraparesis.24 Both diseases occur primarily in the major areas where HTLV-I is endemic-south western Japan and the Caribbeanbut also develop in migrants from these regions.`T he cumulative lifetime risk of developing either disease in otherwise healthy people with antibodies against HTLV-I has been estimated at between 2% and 7% and rises with age.9" Oddly, the risk of adult T cell leukaemia lymphoma is consistently greater in male carriers of HTLV-I than in female carriers, while that of tropical spastic paraparesis is greater in females and reflects the sex ratio of seroprevalence of HTLV-I in the population.
Known routes of HTLV-I transmission include transfusion with infected cellular blood products, sexual activity, and perinatal transmission from mother to child.'2-'4 Whether breast feeding or other perinatal routes are responsible is uncertain but of considerable
